Hospital for Consumption. Since then he has remained in excellent health and there has been no sign of recurrent pulmonary or laryngeal infection.
He came the other day and reported that he had a slight soreness of the throat, but no lesion could be seen.
It is understood that if the epiglottis is extensively ulcerated in combination with pulmonary phthisis, the prognosis is not so good as when the lesion is situated in other parts of the larynx. In a recent number of the Transactions of the American Laryngological Association there is a paper on Tuberculosis of the Epiglottis, in the opening sentences of which this view is expressed.'
Discussion.--Sir JAMEs DUNDAS-GRANT said that this was a very instructive case. Interference with swallowing in such a case was so great that removal of a painful ulcer at the edge of the epiglottis, or of a portion of the epiglottis, gave astounding relief. This interfered little or not at all with drinking.
Mr. HAMBLEN THOMAS said he had seen a man with old tuberculous ulceration of the larynx and epiglottis, who was one of the first cases treated by Sir StClair Thomson with sanocrysin combined with the sanatorium treatment. The lesion was now healed, and the larynx had remained healthy for years afterwards, although of course the patient was not an " A 1 " man. He (the speaker) considered that general treatment was of great importance in dealing with tubercle of the larynx; if the general condition of the patient improved, the tuberculous larynx would, in many cases, clear up also. Left side of larynx fixed and extensively ulcerated, the ulcerated surface extending from the left aryteno-epiglottic fold, which is also swollen, to below the remains of the left vocal cord which is mostly destroyed. No ulceration can be observed in the right side of the larynx, which is freely movable. No cervical lymphatic glands felt. Skiagram of chest shows mottling of both lungs, especially at the apices. Wassermann reaction negative.
Suggested diagnosis: extensive tuberculous ulceration, but the complete fixation suggests a possible malignant change. BANKs-DAvIs said that tuberculous ulceration of the palate was intensely painful. He had found that the best treatment was to apply orthoform powder; it was a great aid in relief of pain and in quick healing. If treated with iodide of potassium and mercury, these ulcerations might break down very rapidly. He recollected the case of a famous music-hall artist who had tuberculosis of the palate. He had had syphilis, and when he left the nursing home in London he was sent to the seaside to recuperate. He was attended there by a medical man and treated, in view of his history, with enormous doses of potassium iodide. The palate sloughed away and the patient died a miserable death.
Cystic Growth on Under Surface of Epiglottis.-A. L. MACLEOD, M.B.
-Female, aged 22. Hosiery worker. Complains of gradual loss of voice after a cold for six or seven weeks and worse for the last two weeks. No cough, pain, or other svmptoms.
Di8cWUsion.-Sir JAMES DUNDAS GRANT said the swelling seemed to arise from the left side of the larynx, the anterior part of the vocal cord and the ventricular band. The voice was almost extinct. He thought a portion of the swelling might be removed, so that some definite idea as to the treatment of the condition might be obtained. He did not think the lesion was malignant.
Mr. H. J. BANKS-DAVIS said he thought the swelling was too angry-looking to be a cyst.
The PRESIDENT suggested examination with Haslinger's directoscope. The swelling seemed to spring from the left ventricular band. If a piece was removed for examination perhaps the exhibitor could deal with the condition completely at the same time.
Bilateral Abductor Paralysis (?)-E. A. PETERS, F.R.C.S.-Patient, female, aged 46. For nine months the patient had suffered from aphonia and shortness of breath, but was able to sleep lying down. The cords are usually approximated from the vocal processes to the anterior commissure. Is this a case of glottic spasm due to hysteria or an organic disease, or is it a case of partial abductor paralysis ?
Di8cu88ion.-Sir JAMES DUNDAS-GRANT said he thought this might be a functional condition. When asleep, the patient made no inspiratory noise such as was usual in bilateral abductor paralysis.
Mr. PETERS, in reply, said that the cords were capable of only slight abduction. On inspiration the glottis opened slightly and then closed again. Fourteen days previously had an attack of tonsillitis lasting three or four days. Returned to work.
Swelling of Left Arytenoid and Fixation of
Six days before admission sore throat returned; dysphagia + no cough ; looked very ill, tongue moist and furred. Tonsils fibrous but not enlarged. Fauces and posterior pharyngeal wall rather red. Enlargement and tenderness of cervical tonsillar glands which were tender.
Two days after admission dyspncea became very marked; I then saw the patient for the first time.
An examination for the Klebs-Loeffler bacillus was negative. A film contained many Gram-positive cocci.
On examination, patient looked ill and distressed and was breathing with difficulty; there were signs of recession. Nose, fauces and upper pharynx appeared normal; hypopharynx contained frothy mucus. Great cedema of left arytenoid; vocal cords could not be seen.
Tracheotomy was performed the same day. Patient made steady progress. Tube was replaced a fortnight later with a window tube, kept corked during the day. Tracheotomy tube finally removed at the end of twenty-five days. Present condition: Left arytenoid still swollen and left cord fixed; voice and breathing good; no obvious focus of infection.
Sputum examination : Negative on three occasions. Wassermann reaction negative.
Di8cus8ion.-Dr. BROWN-KELLY said the man's voice sounded to him perfect and yet the cord was in the usual cadaveric position; the other cord going over fairly well. If the laryngeal appearances had been similar but due to paralysis, the voice would have been decidedly affected. The only explanation he could offer for the maintenance of the good voice was that the two cords were on the same level. In paralysis there would be a falling forward of the arytenoid with descent of the vocal process. Here, he thought, the immobility of the cord was due to fixation of the crico-arytenoid joint.
